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Problems in retrieving national data on births: questionnaire survey
Lesley Smith
Although more data on maternal and child health are being collected locally, the amount of data available nationally has fallen over the past decade. 1 Central sources of data exist in England and Wales, but clinical data are limited (Office for National Statistics registrations) or of poor quality (maternity hospital episode system, patient episode data Wales).
2 Only Northern Ireland (child health record system) and Scotland (Scottish Morbidity Record-SMR2) provide good quality data on maternal and child health.
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If national data were available, trends in health care as well as morbidity and mortality for rare conditions could be analysed. National data would also be useful to the confidential inquiry into stillbirths and deaths in infancy (CESDI)-the survey that covers fetal and infant deaths between 20 weeks' gestation and 1 year in England, Wales, and Northern Ireland. The numerator data collected through the survey's rapid reporting process cannot be interpreted without national denominator data. In recognition of this need, a study was carried out to determine whether population based data for 1993 and 1995 could be obtained from regional sources.
Methods and results
In 1993, as part of a study managed by the National Perinatal Epidemiology Unit, all district and regional public health departments were asked for information on sources of maternity and child health data. Systems for collecting either maternity or child health data were in place in almost every district. Six regions in England, Wales, and Northern Ireland operated uniform systems across former regional health authorities; five had a procedure or independent survey; and three had so many different systems that it would have been impossible to retrieve regional data.
In September 1994, all 16 regional coordinators for the confidential inquiry into stillbirths and deaths in infancy were sent a list of 22 data items and asked to identify those available from NHS sources for all babies delivered in 1993 to residents in their region. Fifteen lists were returned, and four common variables of gestation, time of delivery, parity, and onset of labour were chosen.
In January 1995, a form requesting population based aggregated 1993 data for the chosen variables (with clear definitions) was sent to nine regional coordinators. All were confident of producing results since similar data had been generated for their own reports. Four of the nine regions produced all the data requested. One region supplied half the data, which were hospital based and therefore unusable, and three regions could not generate any data.
In June 1996, 16 regional coordinators were sent a follow up questionnaire on 1995 data. Three did not respond-two did not wish to and one had not partici- 
Comment
Obtaining comparable national data on births from NHS sources is difficult for even the most basic items, and the situation is worsening rapidly. Undoubtedly, the loss of the information gathering function of former regional health authorities has had an important impact. However, a few coordinators mentioned a new factor: contributing to national data had a low priority. They blamed purchasers and the Department of Health, but many doctors also show little interest.
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If we are to have national data on births, risks and benefits will have to be identified for the NHS Executive, the Department of Health, purchasers, doctors, midwives, and data entry clerks. Once these groups are convinced of the importance of this work, a coalition of committed participants could be formed to resolve the difficulties illustrated by this study.
A recent study showed that only 60% of midwives could retrieve useful information from local maternity systems, while those working regionally and nationally find data almost unobtainable.
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With such an imbalance between the high effort to input data and the low utility of output, is collecting dozens of details for every birth worthwhile?
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Subjects, methods, and results
I analysed data on births and legal abortions during 1995 by district health authority as compiled by the Office for National Statistics. Total period fertility rates are a conventional measure of the mean number of live births that a woman would have if she experienced the current age specific fertility rates throughout her childbearing years. These rates were calculated by summing the 5 year age specific fertility rates at ages 15-49 and multiplying by 5. Total period abortion rates were similarly calculated. The total period pregnancy rate is the sum of the total period abortion rate and total period fertility rate. Stillbirths and spontaneous abortions were excluded. In 1995, 147 851 abortions occurred among women resident in England compared with 613 257 Total period pregnancy rates and total period abortion rates as percentages of total period pregnancy rates in England overall and by district health authority, 1995 Papers National Institute of Epidemiology, University of Surrey, Surrey Research Park, Guildford GU2 5YD Veena Soni Raleigh, senior research fellow BMJ 1998; 316:1711-2 
